FL Dept Of Health Pasco County Dental
DENTAL HEALTH HISTORY
Birth Date:

Patient Name: Date Created:

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body.
Health problems that you may have, or medication that you may be taking, could have an important interrelationship with the dentistry you wil receive.

Thank you for answering the following questions.

Are you under a physician's care now? 1 Yes ) No If ves |

Have you ever been hospitalized or had a major " Yes () No If ves | NI - )

operation? R
Have you ever had a serious head or neck injury? ) Yes 0 No If ves |

Have you experienced any unfavorable reaction to Yes (' No If yes | N - -

previous dental treatment?

Are you currently having any dental pain?  Yes () No
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Are you taking any medications, pills, or drugs? " Yes () No

Are you allergic to any of the following?

[ Aspirin ["I Penicillin [T codeine [ Latex

[ sulfa Drugs

Do you use Tobacco Products? 7 Yes ) No If ves { - T R -

Do you have, or have you had, any of the following?

AIDS/HIV Positive ~ Yes ' No | Hemophilia ~'Yes () No |Radiation Treatments '~ Yes "' No | Diabetes ' Yes ) No
Hepatitis A " Yes ) No | Drug Addiction ' Yes (' No | Hepatitis B or C  Yes () No | Anemia 2 Yes © No
Herpes ' Yes () No | Rheumatic Fever ~Yes ' No | Angina " Yes () No | High Blood Pressure _ Yes () No
Arthritis/Gout _ Yes (' No | Epilepsy or Seizures 'Yes (' Ne | High Cholesterol Yes . No | Artificial Heart Valve _ Yes () No
Excessive Bleeding ~ Yes ) No | Artificial Joint ~Yes ' No | Hypoglycemia " Yes ' No | Sickle Cell Disease i Yes ) No
Asthma i Yes () No |Fainting Spells/Dizziness ' Yes (' No | Sinus Trouble " Yes (' No |Blood Disease ) Yes ) No
Pregnant ~' Yes ) No | Kidney Problems ' Yes 0/ No | Leukemia " Yes ) No |Stomach/Intestinal Disease ) Yes ("1 No
Frequent Headaches  Yes (' No | Liver Disease 'Yes () No | Stroke Yes " No | Bruise Easily O Yes. © No
Low Blood Pressure Yes () No | Cancer Yes ' No | Glaucoma  Yes (No | Lung Disease 71 Yes () No
Thyroid Disease _ Yes () No | Chemotherapy ' Yes (' No | Mitral Valve Prolapse ' Yes (' No | Tonsillitis ' Yes () No
Chest Pains ) Yes ' No |Heart Attack/Failure ' Yes ) No | Tuberculosis ") Yes 1 No | Cold Sores/Fever Blisters  Yes (") No
Heart Murmur ) Yes () No | Pain in Jaw Joints ' Yes (' No |Tumorsor Growths  (_ Yes ( No |Heart Trouble/Disease ' Yes () No
Emotional Problems ' Yes () No | Venereal Disease © Yes © No

Have you ever had any serious illness not listed 1 Yes () No If yes i o o Bl o

Comments:

I certify that I have read and understand the above questions and have answered the questions to the best of my knowledge. 1have asked for an explanation of any
terms (words) that I did not know (if any), and my questions have been answered to my satisfaction. I will not hold my dentist, or any of his/her staff, responsible for
any errors or omisssions that I may have made in the completion of this form.

I alko understand that before treatment is provided, I have the right to have the benefits, alternatives, and significant risk factors associated with this treatment explained
to my satisfaction.

Signature of Patient, Parent or Guardian:

X Date:




